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The summary benefit measures used were life expectancy, quality-adjusted life expectancy and the quality-adjusted lifeyears (QALYs). The health state utilities and disutilities used in the analysis were taken from five other studies. No information on the methods used to elicit health utilities was reported. An annual discount rate of 3.0% was applied to expected benefits in the base-case analysis.
Direct costs
The perspective adopted was that of the UK NHS health care system. Thus, only the direct medical costs were considered. The health services included in the analysis were medications and the treatment of complications. The unit costs for CSII and MDI were reported, but aggregated costs per event were provided for complications. Medication costs and the costs of treating diabetes-related complications were derived from published sources. The annual costs of the CSII and MDI therapies were based on public prices, NHS Reference Costs 2002 and data from INPUT (a UK Diabetes Association). Discounting was relevant, as the costs were incurred over the patients' lifetime, and an annual rate of 3.0% was applied. The costs were inflated to 2003 values using NHS Guidelines.
Statistical analysis of costs
The costs were treated deterministically.
Indirect Costs
The indirect costs were not considered in the economic evaluation.
Currency
UK pounds sterling ().
Sensitivity analysis
Univariate sensitivity analyses were carried out to examine the robustness of the base-case model results to variations in the discount rates, treatment effect on HbA1c, and variations in body mass index. Also investigated were variations in the hypoglycaemia event rate and ketoacidosis event rate for those receiving CSII. The alternative values tested in the sensitivity analysis, were based on published studies. A non-parametric bootstrapping approach was used, and 1,000 patients were run 1,000 times through the model in order to generate means (with standard deviations) and a costeffectiveness acceptability curve. 
Estimated benefits used in the economic analysis

Validity of estimate of measure of effectiveness
The effectiveness evidence came from the literature. However, the methods and conduct of the review were not reported and it was not apparent whether it was a systematic review. With no information on the search methods or the inclusion or exclusion criteria, the comprehensiveness is difficult to ascertain. Therefore, it is not possible to say whether the best available evidence has been used to populate the model. Where data were not available, some assumptions were made to derive clinical data with which to populate the model. The issue of parameter uncertainty was addressed in the probabilistic sensitivity analysis; this showed that the choice of the rates of improvements in HbA1c had a significant impact on the ICER. However, the use of probabilistic methods does not negate the need for a systematic review of the available evidence.
Validity of estimate of measure of benefit
QALYs were used as the summary benefit measure. The utility weights came from the literature, but only limited information on their values was provided. Discounting was applied, in accordance with recent UK guidelines, and the use of different discount rates was investigated in the sensitivity analysis. The use of QALYs as an outcome measure enhances the comparability with the benefits of other health care interventions.
Validity of estimate of costs
The costs included were consistent with the perspective adopted in the study, although they were restricted to direct medical costs. The authors acknowledged this and stated that they believed that, as CSII is associated with improved
